We present a patient with persistent bilateral megalocystic ovaries following in vitro fertilization which was detected during cesarean section. A 24 year-old primigravida presented to our clinic at the 36 th week of a twin pregnancy with labour pain and cervical dilatation. On ultrasound examination, 2 masses of 90x60 and 60x70 mm were seen in the right and left adnexal regions respectively. Her history showed that she had unexplained infertility for 4 years and had undergone IVF with gonadotropin releasing hormone (GnRH)-agonist stimulation. Two embryos were transferred. Twin pregnancy was detected on ultrasound examination. The patient was delivered by emergency caesarean section due to transverse presentations at 36 th weeks of gestation. During the operation, both adnexae were markedly enlarged, the right ovary measuring about 15x18 cm and the left about 16x18 cm. There was minimal ascites in the abdominal cavity. Ovarian biopsy was performed and the final pathology report showed bilateral follicle cysts. The patient was discharged on the postoperative 4 th day. The patient was seen 4 weeks later. She had no complaints and ultrasound follow-up revealed a normal size uterus and ovaries. We should keep in mind that hyperstimulated, enlarged ovaries and its complication may be seen in the late weeks of pregnancy, even at term, in cases of in vitro fertilization cases. Therefore, close follow-up of pregnant IVF patints is recommended whether they had OHSS or not, because ovarian torsion caused by hyperstimulated ovaries may be difficult to diagnose during pregnancy.
We present a patient with persistent bilateral megalocystic ovaries following in vitro fertilization which was detected during cesarean section. A 24 year-old primigravida presented to our clinic at the 36 th week of a twin pregnancy with labour pain and cervical dilatation. On ultrasound examination, 2 masses of 90x60 and 60x70 mm were seen in the right and left adnexal regions respectively. Her history showed that she had unexplained infertility for 4 years and had undergone IVF with gonadotropin releasing hormone (GnRH)-agonist stimulation. Two embryos were transferred. Twin pregnancy was detected on ultrasound examination. The patient was delivered by emergency caesarean section due to transverse presentations at 36 th weeks of gestation. During the operation, both adnexae were markedly enlarged, the right ovary measuring about 15x18 cm and the left about 16x18 cm. There was minimal ascites in the abdominal cavity. Ovarian biopsy was performed and the final pathology report showed bilateral follicle cysts. The patient was discharged on the postoperative 4 th day. The patient was seen 4 weeks later. She had no complaints and ultrasound follow-up revealed a normal size uterus and ovaries. We should keep in mind that hyperstimulated, enlarged ovaries and its complication may be seen in the late weeks of pregnancy, even at term, in cases of in vitro fertilization cases. Therefore, close follow-up of pregnant IVF patints is recommended whether they had OHSS or not, because ovarian torsion caused by hyperstimulated ovaries may be difficult to diagnose during pregnancy. 
Introduction
Ovarian hyperstimulation syndrome (OHSS) is a potential complication of ovarian stimulation in the treatment of infertility. Severe forms of OHSS appear in 0.5-5.0% of in vitro fertilization (IVF) cycles (1). The syndrome has been known since 1943 when gonadotrophins were first used to induce ovulation (2) . Typically, iatrogenic OHSS is diagnosed immediately following conception. One of the presentations of ovarian hyperstimulation syndrome (OHSS) is an increase in ovarian size and the presence of numerous luteal cysts (3). Hyperstimulated ovaries often subside when the hCG levels start to decline at 10-12 weeks and rarely continue until 20 weeks. Pregnancies complicated by OHSS were observed in the 2 nd and 3 rd trimesters (2, 4, 5); but only two cases were reported with OHSS recognized during cesarean section or during the postpartum period (3, 6) . We aimed to present a patient with persistent bilateral megalocystic ovaries detected during cesarean section which was performed for transverse presentation in the 36 th weeks of a twin pregnancy induced by gonadotropins.
Case Presentation
A 24 year-old primigravida presented to our clinic on 36 th week of a twin pregnancy, with labour pains and cervical dilatation. On ultrasound examination, two viable fetuses with biometrical measurements consistent with 35 weeks were seen, the amniotic fluid was normal and the placenta anteriorly located. Two masses of 90x60 and 60x70 mm were seen in the right and left adnexal regions, respectively. The large uterus due to the 36 week gestation limited the ultrasonographic evaluation of the ovaries so they were measured as smaller than the actual size encountered during operation. Her history showed that she had unexplained infertility for 4 years and had undergone several attempts for ovulation induction and intrauterine insemination. These were unsuccessful, so she underwent IVF with gonadotropin releasing hormone (GnRH)-agonist stimulation, and 225 IU recombinant follicle-stimulating hormone (Gonal-F; Serono, Istanbul) was started on the second day of the menstrual cycle. Transvaginal oocyte retrieval was carried out on day 16, yielding 17 mature oocytes. Two embryos were transferred. The patient did not have any signs or symptoms of OHSS during her pregnancy. Twin pregnancy was detected on ultrasound examination. Deep vein thrombosis was detected at the 32 nd week and subcutaneous Enoxaparin Sodyum 0.8cc 1x2 (Clexane ® , Aventis, Istanbul) was started twice daily. There was no other problem during pregnancy. The IVF procedure and pregnancy follow up were carried out in another centre. The patient was delivered in our hospital by emergency caesarean section due to transverse presentations and she had labour pain and cervical dilatation at the 36 th week of gestation. A male and a female baby were delivered. During the operation, both adnexae were markedly enlarged, the right ovary measuring about 15X18 cm and the left about 16x18 cm (Figure 1 ). There was minimal ascites in the abdominal cavity. Ovarian biopsy was performed and the final pathology report showed bilateral follicular cysts. The postoperative course was uneventful, and the patient was discharged on the 4 th postoperative day. The patient was seen 4 weeks later. She had no complaint and an ultrasound follow-up revealed a normal sized uterus and ovaries.
Discussion
OHSS continues to be a serious complication of assisted reproductive therapy (ART). There are well-known risk factors that must be considered during the administration of medications to treat infertility (1). Ovarian enlargement secondary to hyperstimulation is common. Human chorionic gonadotropin (hCG) stimulates the ovaries to continue to grow (3) . If no pregnancy occurs, the syndrome will typically resolve within 1 week. If the pregnancy continues, slow resolution of symptoms of luteal cysts usually occurs over 1-2 months and rarely persists until 5 months of gestation. This is probably because of continuous exposure of the ovaries to endogenous hCG. Ovarian enlargement with multiple follicular and lutein cysts persists for a longer period if pregnancy continues. Hyperstimulated ovaries often subside in the 20 th week of gestation (3). Endogenous hCG is secreted by the trophoblast starting 7-8 days after fertilization. In a normal singleton pregnancy hCG concentration in the maternal serum reaches a peak level of 100 000 IU/L between 8-10 weeks of gestation, and declines to 40 000 IU/L from 20 weeks up to delivery (4, 7). He et al. (6) presented an interesting case of spontaneous severe OHSS after delivery. Ling et al. (3) reported a case of persistent megalocystic ovaries during the cesarean section in a patient with an IVF pregnancy. The megalocystic ovaries persisted after delivery so the patient was operated on again and biopsies from both ovaries were performed, and the histopathological result was follicular cyst. Our case was interesting because the patient was not diagnosed as OHSS and there was no symptom of OHSS or enlarged ovaries during pregnancy. We expect bilateral megalocystic ovaries to subside after the first trimester. However, in this case, enlargement of ovaries continued until the 36 th week of gestation. The ovaries in our patient regressed in the 1 st month of postpartum period. Some researches show that, in patients with regular ovulatory cycles, improvement of symptoms of OHSS is obtained in a shorter time than in patients with anovulatory cycles before pharmacological induction (8) . In our case, inducing ovulation by gonadotropins, and high hCG due to twin pregnancy could be factors that delayed the decrease of ovarian size. However, in our search of the literature, we did not find any case report of persisting megalocystic ovaries reaching term in IVF patients. A variety of cystic ovarian conditions may develop during pregnancy. The differential diagnosis of multicystic ovaries during pregnancy includes ovarian hyperstimulation, hyperreactioluteinalis, theca lutein cysts, and polycystic ovarian syndrome (PCOS). Some researchers demonstrated a relationship between infertility treatment and the risk of inducing ovarian cancer (9) . This risk of malignancy should be kept in mind but should not lead to unnecessary surgery. In our case; because the patient had infertility treatment, we thought that the ovarian enlargement may be due to OHSS secondary to ovulation induction. Many rare complications of ovarian enlargement, such as ovarian torsion and labor dystocia, may be seen in ovary-expanding conditions (4) . Ovulation induction techniques predispose to ovarian cyst formation, particularly if ovarian hyperstimulation syndrome (OHSS) is present; therefore, it is to be expected that women undergoing gonadotropin ovulation induction are at increased risk of adnexal torsion (10). Cornfeld et al. (11) reported two cases of ovarian torsion complicating ovarian hyperstimulation in 7 week pregnant patients, one of them was a twin pregnancy. The reduction in ovarian volume and the resolution of ascites, along with gradual symptomatic relief, observed during careful clinical and ultrasonic follow-up, contribute to the decision for close observational management (4). Our patient had normal ovarian size on ultrasound examination after one month.
In conclusion, we should keep in mind that hyperstimulated, enlarged ovaries and its complications may be seen in the late weeks of pregnancy even at term in cases of in vitro fertilization cases. So close follow-up of pregnant IVF patients is recommended whether they had OHSS or not because ovarian torsion caused by hyperstimulated ovaries may be difficult to diagnose during pregnancy.
